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GALL BLADDER DISEASE WITH SPECIAL
REFERENCE TO ITS GASTRIC SYMPTOMS.*
BY PHILIP KING BROWN, M.D., SAN FRANCISCO, CAL.
The frequency with which inflammatory and
mechanical irregularities of the organs in the
light hypochondrium cause symptoms which
attract attention, particularly to the stomach,
and the brilliant results of surgery in many of
these conditions, lead mc to report a few cases
which have come to operation and which I have
selected to illustrate types of the underlying
trouble.
The relation of cancer of the gall bladder to
gallstones is of so great importance that it seems
reasonable to accede to the position taken by the
surgeons that gallstone manifestations of any
kind, however slight, are indications for surgical
treatment. It is true that nature's method of
getting rid of the stone is frequently a satisfac-
tory one. In addition to stones being passedby the ducts into the intestinal tract it is not in-
frequently the case that a perforating ulcer may
release the stones from the gall bladder, and if the
process has been slow, it is sometimes the case
that the adhesions to the stomach, duodenum or
the hepatic flexure of the colon have allowed the
stones to ulcerate through and be discharged by
the bowel without giving trouble. The chance
of such an escape is so small, however, the symp-
toms attending adhesions between the gall blad-der and adjacent, organs are so serious, and the
complications of interrupted passage of stonesthrough the ducts so dangerous and so difficult of
surgical treatment, that the operation for the
removal of stones known to be present in the gallbladder seems relatively simple and an absolutely
reasonable procedure.
Of the usual symptoms associated with gall-
stones, the chill, fever, pain and jaundice are
often so characteristic that no doubt as to diagno-
sis exists, but intermittent fever has been associ-
ated with adhesions of the gall bladder, as well ashave chills, irregularly recurring colic, hepatic
enlargement, tenderness in the gall bladder region,
enlargement of the spleen and dilatation of the
stomach. The association of all these symptoms
at once with a simple case of adhesions not com-plicated by stone occurred in one of my patients
operated upon with the idea that she must havegallstones. A contracted gall bladder was dis-
covered containing a thick, viscid, dark-greenbile. In another case further symptoms of ab-
sence of HOI and progressive emaciation with
retention of food in the stomach led to the con-
fierai ion of a cancer of the pylorus, in spite ofthe absence of palpable tumor. At operation, adense mass oí adhesions was found, due to the
ulcerating through of stones from the gall bladderto the duodenum, and the establishment of threepermanent fisfuhe maintaining this connection.
•« his case is abstracted because of the interest of
these symptoms.
*Read before the Marin County Medical Society, Jan. 19, 1907.
Cash G. H. Male, age seventy.
May 8, 19(0. History of long-lived family. Has
not been ill since childhood, and does not remember
ever having any stomach symptoms or abdominaldisturbance of any kind till the present trouble began.
Has lived a healthy, simple, out-door life. Best weight
100. Present weight. 140. Loss has occurred within a
year. Began to be somewhat constipated a year
ago, and occasionally to vomit after he had been
in bed some little time at night. Vomitus very sour.
Thought nothing of it. Four months ago he grew
suddenly very much worse, with marked constipation
and very frequent vomiting. Pain in right hypochon-drium with no special relation to eating. No cause is
attributed to this sudden change, but. it is evident from
careful questioning that he had been steadily losing
ground even before this. Vomiting has been a daily
occurrence since, and he has occasionally vomited a
little blood. Vomitus always sour and yeasty, fre-
quently containing food taken the day before. Nojaundice. Occasional chills. Pain never severe or
paroxysmal. Thinks lie has had fever. Is growing
weak very fast.
Examination of the abdomen shows no tumor, but
a large and tender liver, and a very much distended
stomach. The colon is also distended along its entire
course. No HC1. Lactic 70. Pus and B. o. bacillus in
vomited material. Hemoglobin 50%. Temperature
97°, pulse 80. Gall-bladder region not especially tender
and no tumor could be made out. After lavage the
empty stomach reached to the umbilicus.
The sudden onset, of grave stomach symptoms in an
elderly person with no earlier history of stomach trouble
and with rapid loss of weight arouses always a suspi-
cion of cancer. This was not the case, however. The
dense adhesions seemed of long duration, but the be-
ginning of the local trouble can be Only a matter of
speculation.
In connection with fistulœ from the gall bladder,
Namiyn tabulates 43 cysto-duodciial fistuhe in 10,Slit;
autopsies; 19 fistula; between gall bladder and duode-
num ; 16 cystoduodenal fistulœ between gall bladder and
colon; 5 fistulœ between common duct and duodenum;
1 fistula between gall bladder and stomach ; 1 fist ula
between gall bladder and liver; 1 fistula between bile
ducts themselves.
The presence of a tumor mass in connection
with gall-bladder disease presents considerable
difficulty in many cases in diagnosis of the nature
of the lesion and the parta involved. A cancer
of the stomach or duodenum may arise from the
site of an old ulcer, which may have left the in-
volved part adherent to the liver or gall bladder
from adhesions below the floor of the ulcer. In
the case of cancer of the stomach we would have
symptoms of py lorie obstruction, with dilatation,
absence of 1101, emaciation and probable pain
and tenderness in the region of the tumor, but
the tumor probably could not. be felt, or if it
could, its connection with the liver would make
its origin obscure. Gastric ulcer generally,
although moving downward with inspiration, can
be held down by pressure with the fingers. When
attached to the liver this is impossible. The
age of the patient, the previous history and the
duration of the acute symptoms give pointed
information, as will also examination of the stools
for occult blood according to tho Boas-Weber
methods. In cancer of the stomach, repeated
examination of the stools after diet free from
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meat will give a positive evidence of occult blood
in the vast majority of cases. Emaciation,
cachexia and dilatation may follow simple adhe-
sions from ulcer as well as cancer, and blood maybe found in the stools. Yet cancer may be posi-
tively excluded by the age of the patient, as well
as by the presence of HC1 in the stomach, al-
though even this may be absent without cancer.
This condition is illustrated by the following case :
R. R. Male. Age twenty-three.
Dec. 5, 1905. Patient gives a history of catarrhaljaundice of two months' duration, eight, months ago.
Ile had no other symptoms at the time except fever
and extreme depression. Has never felt quite well
since then, and has lost llesh and color steadily. Hashad pains in his gall-bladder region. Slight tempera-
ture at times. A great deal of gas, which he hasbelched up, and distress in the stomach, beginning two
or three hours after eating. The pain is referred to the
back and to the right shoulder. He has not beenjaundiced since the first attack. Is aware that certainkinds of food affect him worse than others. Is unable
to do much work and has no appetite. Is afraid to eat
when he docs feel hungry. Patient has never had
typhoid, and there is no history of any unusual gastricdisturbance earlier than the jaundice.
Examination.
—
Temperature normal. Pulse 84.
Heart tones clear and quite forcible, due probably to
his athletic tendencies. Stomach reaches nearly to
umbilicus. There is no tenderness anywhere except
over the gall-bladder region. Kidney not. felt. Peels
much nausea when pressure, is put upon this region.
No local tenderness in the stomach. No tumor made
out. Stomach analysis showed total acidity of 4. NofreeHCl. No blood.
Patient operated on one month later after two weeks
of extreme suffering, worse at night, during whichperiod he often walked the floor for hours. Lost 15
pounds in this time.
Operation revealed an adhesion of the distal end of
the gall bladder to the duodenum about 5 cm. from
the pylorus. Beneath the adhesion was an ulcer of
the duodenum. No gallstone found. Gall bladder
seemed perfectly healthy, except at the site of the ad-hesions.
Tumor of the gall bladder, as pointed out byCourvoisier, is absent in obstruction to the com-
mon duct from gallstones, where we might or-dinarily expect it to be present, and is present
when obstructions arc due to pressure from the
outside. In 35 of his cases, 17 of which were due
to stones, the gall bladder was found contracted
in 13 and normal or dilated in 4, whereas in
18 cases of obstruction due to external pressuredilatation occurred in 16. This observation,
made many years ago, has been confirmed by
numerous observers in a large number of cases, so
that it is generally understood that, if the gallbladder is enlarged from an obstruction of the
common duct, in fully 90% of cases the ob-
struction is outside the duct. The converse is
not so striking, for the gall bladder has been found
to be contracted in only 60% to 70% of the cases
where the obstruction was due to stones in the
common duct. Nevertheless, the possibilities are
sufficiently marked to warrant careful considera-
tion of this point in a differential diagnosis.Tumor of the gall bladder from an empyema
may occur without local pain or jaundice, and
even without much fever. It may develop sogradually, with such vague symptoms, that only
a careful examination of the patient reveals its
presence.
A case showing chiefly gastric symptoms illus-
trates this.
G. Y. Female. Age thirty-six.
Jan. 4, 1905. Stomach trouble for two years. Began
while visiting various mineral springs. Bad food andloosening waters. Noted a pain just below sternumin epigastrium, and extending through to back.Tender on pressure also. Slightly relieved by taking
soda water. Came on at least four hours after
eating. Lasted all night. Didn't, double her up that
time, but twice since she has had it so bad that it, caused
writhing with pain. Vomited in both of these attacks,but, in no other. Isn't even nauseated with ordinary
attacks. Was .somewhat relieved by vomiting those
two times. The attacks come on now rather more
frequently at night. Has great deal of gas. Afterfirst attack was free from them for three weeks. Began
again at night and lasted three nights, but with con-
siderable relief in daytime while in erect, position.Isn't able to say whether she noted relief of pain if shelay down in daytime. Could eat milk, toast, soft eggs,broth, oysters, white meat of chicken occasionally.
Indigestion and pain at night, and at, times in daytimeif she ate Bweets, fruits or seasoned food.
Several times, both by day and night, patient has
noticed a sudden feeling of weakness which she lias
connected with her heart condition, and yet she has no
objective symptoms referable to the heart. She has
noticed no blood or black material in stools, but hasn't
observed them carefully. The vomiting attacks have
not been aecompaned by blood.
Examination.
—
There is no tenderness whatever
over the gall bladder, even on deep pressure. Stomachis quite large to within 1 cm. of umbilicus, and muchdistended with gas. No kidneys felt. No McBurncy
tenderness, and no tenderness now at the point where
she feels the great pain during attacks. In the last
attack she has had more pain through the right, side,but always before, the pain and tenderness were just
under the ribs to the right, of the median line.Jan. 21. On a diet of milk for a week, patient lost
a good deal of flesh and had no pain in the stomach and
only a very slight, pain under the left scapula. She wasfed by rectum the first four days, not even water being
taken by mouth. For two months on careful diet,
pain ceased.
March 27. Some chocolate creams eaten one after-
noon were followed by pain in the stomach and through
to the back. This grew much worse. She vomited
a number of times. Pain was not relieved by soda
solution or vomiting or Dover's powder, of which shetook 20 gis. Two days later her tempérât uro was up to100, and then it ranged between 09i° to 101 J° for two
more days. She has had absolutely nothing by mouth
except a few swallows of hot water. Pain has been
paroxysmal in character, and has been confined to the
left aide oj the back under the angle of the scapula, and
to the area at the lower border of the right ribs, fromthe gall bladder around to the midaxillary line. Ten-derness here has-been extreme, and the pain in this
region is especially paroxysmal, so that it looks unlike
an ulcer of the duodeum and more like gallstone.There was no swelling, and no increased dullness.Pulse has never been above 78, and is most of the lim1'below 70, so that a local peritonitis from a perforated
ulcer is excluded. The pain has required 7 grs. of
opium by rectum for its relief.
 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 27, 2016. 
 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.
Patient's temperature fell steadily to normal on the
third day. It rose to 100° two nights later, at which
time she had a return of nausea, which had grown
steadily better for thirty-six hours. Patient had been
allowed to take fluid by mouth since the morning before,
and although the nausea had now ceased, she com-plained a, good deal of indigestion.April 1. Patient passed a comfortable day, re-taining without trouble 8 oz. of pcptonizcd milk every
two hours. The, orange juice and white of egg causedher to have a him]) in her throat and was therefore dis-
continued. The temperature, however, rose slowly,
until it, was 101°. She had occasional sharp twinges ofpain in the gall-bladder region, and at one time a painlisting five minutes.
The leucocytosis next day was 11,000. Pulse did
not rise above 70, but it, was decided to operate, as theKail bladder could be constantly better and better out-lined, as it, increased slightly in size.
About S OZ. of fluid pus, without odor, removed by
aspiration. After the fluid had begun to flow into
the barrel of the needle, it began suddenly to be quiteblood-stained. Blood-staining was also diffuse, givingit an even tinge. Whether this was due to its beingthoroughly mixed in being sucked up through the
needle, it is impossible to say. After the needle was
removed the opening was enlarged, and again pure pus
came out, followed by the bloody pus. There was a
Rood deal of edema about the gali bladder, and a large
number of adhesions, so that no further operativeinterference was considered. No gallstones found.Examination of bile tract impossible on account, of
adhésions.
Questions at issue in considering the. case were
whether we might, not have to deal with an ulcer at, the
Pylorus, or even in the duodenum, which had perfo-
rated and caused a local peritonitis. Against, this wasthe tenderness of the. liver, the peculiar character ofthe spasmodic pain,and, later,the round tumor mass.April 13. The patient's pulse and temperature re-
mained normal after operation. There has been no
nausea and no stomach disturbance whatever, eventhough the patient ate some toast and ice cream.May 2. Patient returned to Lane hospital to-dayfer a removal of the gall bladder, which has been se-
creting a muco-purulent material since it was drained,
^he complained of a persistent pain immediately tothe right of the drainage tubes, but otherwise no in-duration or swelling. There has been no temperatureSince the operation except the day she was moved
'""ne, and the pulse rarely rises above 00.May 3. Patient operated on this morning by Dr.Stillman for obliteration of the gall bladder. Upon
'lamination it, was found that, cicatricial tissue pre-
sented a dissection of the mucous membrane, so that
''"! attempt had to be made to remove the organ. Thisfelted flic fact, that there was an hour-glass contrac-won of the gall bladder, in the lower end of which wasConfined a stone, necessitating the opening of the peri-toneal cavity and the, complete removal of the gallbladder.
May (i. Patient vomited excessively for the first
*° days after the operation and required a large
'"nount of morphine for the pain.
•hin. ß, 1905. Stomach analysis; t. a. 30; free 1 ICIl8i decided trace lactic.
•'an. 29, 1900. Stomach analysis; 1, a. 9; free I1C1
'
• laclic present; faint reactionpropep. anil peptones;;,'ethro dextrine and maltose present.1'eb. fl, 1900. Patient has been having a good deal!Jl stomach disturbance in the early hours of the morn-!!£• On account of low acidity, patient was given
"nie HC1. for ten days past, which relieved her
stomach symptoms very decidedly. There has neverbeen any pain, nausea or evidence of ulcer since, the
second operation.
Relative stenosis of the pylorus from adhesions
doubtless played a large part in the symptomatology,
which are likely to give trouble if they reform, as is mostprobable.
An acute inflammation in the gall bladder may
also be indicated merely by temperature andgastric symptoms, and doubtless occurs many
times in the course of typhoid fever without beingdetected in any way. The following case, occur-
ring during convalescence from typhoid, illus-
trates how insidious the onset of such trouble
may be.
F. F. B. Male. Age forty.
Nov. 4, 1902. Patient passed through a typical,
mild typhoid fever beginning eight weeks ago. Diag-
nosis by physical examination and Widal test. Noth-
ing unusual about, the case except the absence of any
very high fever, and the extreme degree of constipa-
tion, it being necessary to move the bowels with enema
every other day. An afebrile period of nearly a week
followed the five weeks' typhoid, when the patient had
numerous chilly sensations one day and slight, irregular
fever thereafter, which has continued ever since with
intermissions of a day or two, generally following pro-fuse movements of the bowels, the result of medication.
Early in the attack a tenderness appeared across the
epigastrium. It was a vague, irregular pain, de-
scribed as extending clear across'the epigastrium, notlocated at any particular point, slowly growing worse
and becoming localized slightly more on the right of the
median line, the patient himself having to hunt, about,
considerably to find the most, tender point. In his
past history there have been almost, no illnesses. Never
lias had any pain in the side or jaundice. Patient, had
occasional appearance of slight jaundice after this pain
began, but experienced no increased pain upon eating;
in fact, was getting to relish certain food very much,
and to look forward to it.
Four days ago he, began vomiting, and has vomited
continuously since, especially at night, when he has ap-
Eeared to vomit, everything. Enough medicine hascu retained to keep the bowels moving freely, al-
though after several movements of usual size, a period
of constipation generally came. Large quantifies of
bile are said to have passed with the stools. The
character of the vomitus at present is a clear, dark
bottle-green fluid, alkaline in reaction. The patient
has had no headache whatever. Seems bright and
clear-headed. Tongue coaled. Lungs negative,
although he has had a slight cough for three or four
days. Heart sounds clear; rate and force regular, but
action rapid; probably nervous, as the rate last even-
ing without, stimulation was 84. Spleen lo the costal
border and easily felt; slightly lender. Liver slightly
enlarged 14 cm., dullness in nipple line and extending
well below the costal border. No tumor felt in the gall-
bladder region, but, a distinct increased spasm on the
right, side; more as the epigastrium is approached.
The right, epigastric region seems more prominent than
the left. No tympany. Stomach not enlarged. No
tenderness elsewhere in the abdomen. Patient locates
the chief tender point in slightly different places at,
different times, but generally to the right, of the median
line and just when; the hepatic border begins.
Diagnosis of cholecystitis, the vomiting due to ré-
gurgitation of the bile and gastric irritability.
The patient was seen two and four days later and adistinct, tumor in the gall-bladder region was made out.
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Temperature by rectum 103°. It was necessary to
feed him by rectum for five days, as the stomach could
retain no food. Condition subsided without operation,
the whole febrile process from the gall-bladder condition
having lasted twenty-four days.
No subjective or objective symptoms referable togall bladder when examined two years later.
In both of these cases, stomach symptoms were
of paramount, importance, and of a nature to
direct the attention at once to trouble some-
where in that vicinity. In the first case, the
history of pain after eating had led early in the
course of the trouble to the consideration of
possible ulcer of the stomach. The gall bladder
was not palpable, and the pain located in a single
spot, apparently to the left of the median line.
It must be remembered that this is quite charac-
teristic of gallstone pain in women, as is also its
occurrence at night. A very careful diet relieved
the pain, and any indiscretion in diet was apt to
be followed, especially at night, by severe pain.
The nocturnal pain was suggestive, but its con-
stant association with errors in diet and its oc-
curring a number of hours after eating, made
considerable doubt as to whether we were dealing
with an ulcer beyond the pylorus, or with gall-
stones. There had never been pain or tender-
ness in the gall-bladder region, jaundice, chills
with acute onset of
.fever, or true gallstone colic.
In the second case, the slight rise in temperature,
distaste for food, nausea and constant gastric
unrest, led me to examine carefully the gall-
bladder region where a small tumor mass was
finally made out. This increased in size for
several days and there was local tenderness.
The condition subsided without operation.
Cancers of the gall bladder are so frequently
not palpable that they present, at times, great
difficulty in diagnosis. Indeed, we have all seen
cases coming to autopsy where there were
secondary involvements of many organs without
the correct diagnosis having been made. One
case suffices to illustrate this.
O. W. Male. Age, forty-four.
Gave a history of having been thrown from a street
car and receiving a severe injury to his right side in
the neighborhood of the liver. He was carried to ahospital, and was dead in two months. I examinedhim one week before, death. While the symptoms were
made obscure by the doubtful history given in this case,
owing to the desire on the part of the patient to obtain
redress from the street railroad, the difficulty in ac-
curate diagnosis is none the less strikingly illustrated.
He claimsto have been perfectly well at the time of the
accident. He certainly failed very rapidly from the
time of his admission to the hospital, but how much
failure there had been before this it. was not possibleto say. There was a very slight jaundice, loss of weight,
and increasing cachexia. These latter symptoms were
easily accounted for by the persistent nausea and
vomüing. A varying temperature, at times slightly
above normal, but most of the time below. The
stomach was markedly dilated. The liver was enor-
mously enlarged, and as i emaciation advanced ils
surface could be palpated easily, but the enlargement,
was uniform and no surface irregularities could be made
out through the abdominal wall. There was a history
of syphilis, and no history could be obtained of gall-
stones. As the spleen was also enlarged and the glandspalpable, the diagnosis of syphilis was entertained.Patient was unable to retain much of anything on the
stomach after the first few days. The vomited material
contained a trace of free HC1. The pain was so greatin the right, hypochondrium that, he required morphine.The possibility of cancer was entertained but, rejected.
At autopsy the gall bladder was found contracted and
without stones. There was a small tumor mass, the
size of a quarter and about two and one-half times
thicker, near the neck of the gall bladder. Dense ad-hesions connected this organ with the pylorus. The,liver was a diffuse mass of secondary tumor, and I here
were métastases in the lung. The microscopio ex-
amination was interfered with as the autopsy wasdone the day before; the fire and the material was lost.
In regard to the diagnosis in this case, the
symptoms of syphilis of the liver are not alwaysplain, although this organ is very markedly af-fected by syphilis. The accompanying cirrhosis
may be either hypertrophie or atrophie, although
the latter form is more common in adults. The
deep depressions usual in syphilitic cirrhosis could
not be made out in this case. Large projecting
nodules due to irregular contraction in cirrhosis
might have confused the diagnosis with second-
ary cancer, as might also true gummata which
occur commonly in this organ. Jaundice is
present in only about one third of the cases. Thepossibility of an abscess of the liver following the
accident had been entertained, but as the liver
enlargement extended downward, which is not
usually the case in abscess, and as the enlarge-
ment was rather uniform, this diagnosis was ruled
out. Then, too, the spleen was enlarged, whichis never the case in abscess of the liver, exceptfrom pyemia or pylephlebitis. The constant pain
suffered by the patient is characteristic of syphi-litic affections.
The differentiation between the minor symp-
toms of gallstones and a relative stenosis of the
pylorus due to adhesions between the gall bladder
and that end of the stomach, is frequently im-possible. Fink states that in 403 cases of gall-
stone colic, seen by him at Carlsbad, 94%, showedgastric spasm without local hepatic pain or ten-derness. As these were cases not necessarily
coming to operation the possibility of adhesions
causing most of the pain must be entertained,for it has been shown that adhesions occur wit h
and without gallstones. It is doubtless true that
there are a good many inflammatory conditions inthe gall bladder which result in adhesions without
stone formation having taken place. Typical
attacks of colic and even chronic jaundice havebeen reported from simple adhesions. Mcteor-ismand constipation maybe important symptoms.Attacks of violent pain in tho stomach simulating
true angina, particularly occurring in people withheart lesions, may be due merely to adhesions of
this character. The pain may even simulate gall-
stone colic, and has frequently led to operation
where no gallstones were found but the symptoms
entirely relieved by the breaking up of adhesions.To illustrate this condition the following cases are
cited ;
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O C. Male. Ago forty-two.
Aug. 12, 1905. Complains of pail) in the left mam-
mary region, just, below the rib border. May come on
at, any time during the day, and seems to shoot, up-
ward toward the heart. Pain is deep-seated. Thereis no tenderness on pressure with if. He has a markeddepressed feeling, and has gas associated with it, whichhe feels moving freely.Patient has a history of typhoid fever and malaria as
a boy. Except for these things his general health hasbeen good. Has exercised actively for many years.For last five months has had no exercise, prior to that
of outdoor duties.
Has lost in weight from 270 to 188 in six months.During this period he has been growing in nervousness,
and has not, slept as well as formerly. Appetite good.Has distress from any food that, he eats. The distressls'due to the gas and feeling of pressure, and depression.Mas a sick feeling in the stomach which takes away his
appetite at times.
Examination.
—
Patient has large, pendulous abdo-
men. Stomach much distended with gas. Liverfender in the gall-bladder region. He seems to have
shooting pains to the point where he experiences pain
whenever the gall-bladder region is pressed upon, andthere is no tenderness at all where he feels the, pain
when he is walking about. Stomach reaches to within
three and one-half centimeters of the umbilicus, and is
not, tender anywhere, although much distended. Thereis slight, discomfort, when McBurney's point is pressed
upon.
Further questioning elicits the fact that the patientis subject to bilious attacks with headaches and con-
stipation.Heart condition is one of extreme muscular weakness.
First tone, is scarcely heard at the apex. Heart is ap-parently pushed up by large liver and stomach.Spleen is not enlarged.Stomach content shows t. a. 52; free HC1 36; comb..HCl 12; trace lactic; propeptones, peptones, dextrinand maltose present. Well digested; little mucus.The tenderness in the gall-bladder region, the slight
radiating pain, the distension of the stomach, the
normal gastric content after a test meal, the absence ofdefinite symptoms of gallstones, all seem to point to a
relative obstruction to the outlet of the stomach, caus-ing a good deal of gas collection, and pressure pain, anddue probably to adhesions with the gall bladder. The
absence of any history of gall-bladder trouble, anil any
'narked tenderness in that region, while not excludinggallstones, made them seem less possible. Operation
showed adhesions binding the distal termination of a
firayish-colored gall bladder to the beginning of thePylorus. The cystic duct was also adherent to thePylorus.
Mrs. A. Age thirty-four.Stomach trouble since early girlhood. Nausea andVomiting after lunch or dinner almost every day re-
cently. Can take milk exclusively without this symp-tom. Bloats as soon as she eats. Gnawing feeling inthe stomach when hungry. Stomach is sensitive totouch after eating for several hours. No blood in the
vomitus or in the stools.On examination the stomach was found well dilated
;'"d the transverse colon well down below the umbilicus,tenderness above the gall bladder. Several tender?P0ta along the lower border of the liver increased with
inspiration, and causing sharp, shooting pain frompoint, of pressure to center at upper part, of epigastrium.1 he stomach analysis showed diminished HCl.The patient has an* over-active thyroid gland, an
organic heart lesion; mucous colitis; and questionablecondition of right apex of lung.
The diagnosis of adhesions of the gall bladder was
made and dense adhesions were found at operation.
These were relieved, but the connection with thepylorus was re-established, and a gastro-enterostomy
was done later. The end result has never been
entirely satisfactory, as bile frequently regurgitatesinto the stomach.
I am convinced, from my experience in several
such cases which I have observed two or three
years after the operation, that a mistake is made
in not resecting the gall bladder because of the
marked tendency of these adhesions to recur.
In the second case the patient has been operated
upon three times, and it is quite plain that the
gastro-enterostomy is not sufficient to relieve the
spasm in the stomach, and that the reformed ad-
hesions tend to contract the new opening.
Hypertrophy of the pylorus may result from
the presence of gallstones, and the constant spas-
modic contraction of that end of the stomach.
Such cases have been operated on for stricture of
the pylorus supposed to be due to tumor. Boas
reports two from the literature, and adds a third
where the hypertrophy was so irregular that
operation was performed for the relief of supposed
cancer only to find on resection of the pylorus
that no change of the mucous membrane was
apparent. Such a case fell into my hands some
time ago. It presented the further complicating
symptom of an absence of free HCl. Its history
is as follows:
H. M. Age sixty-four.Complains for a year past of gas in his stomach,
constant soreness in the epigastric region, occasional
attacks of vertigo, and loss of six pounds in weight.
Examination.
—
Riedel lobe, no hepatic or gall-
bladder tenderness, but more resistance is noted over
the upper right rectus. Several test, meals showed noHCl, even after lavage and administration of it for
some days. The stomach was only moderately en-larged, and the soreness complained of seemed to befrom its distention with gas. As the stomach digestiondid not. improve, and the evidencie of retention was only
very moderate, a slight stricture of the pylorus was sus-pected, and considered due to adhesions to the gallbladder. Operation showed hypertrophied pylorus
with spasmodic contracture, no adhesions. A single
small stone was found in the gall bladder. This was
removed and the gall bladder drained. A gastro-
enterostomy was done, and now, eighteen months later,
the patient has no return of the old symptoms.
A case illustrating the gastric conditions which
frequently complicate gallstones, and emphasiz-
ing further the long history of stomach symptoms,
is the following:
Miss A. S. Age forty-nine.
History of stomach trouble since early youth.Neurasthenia six years ago; weight at that, time 105,
now 150. Attacks resembling mucous colitis for many
years. Stomach specialists here and abroad have diag-
nosed her trouble during the past thirty years as, —
nervous dyspepsia, ulcer, hyperacidity, gallstones,
catarrh of bowel, dilated stomach and neurasthenia.
Knows she has had excess of HCl for four years past.
One week before I saw the patient she had a decided
pain in the, right side of the abdomen high up, so severe
that she could not walk. She has never been jaun-
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diced and the pain did not resemble gallstone colic.Considered congestion of the bowel. When examined
by me she had no temperature, pulse normal, heart,
and lungs normal, no jaundice. The rise of .3° in the
temperature was considered nervousness from the
examination. Floating kidney found on the right
side reaching well down toward the pelvis. Below the
rib border and extending well down below the costal
margin was a tumor mass extending almost to the
median line, and within 3 cm. of the umbilicus. It was
tender on pressure and moved with respiration, and was
evidently an enlarged gall bladder. Urine normal.No jaundice. Patient's condition improved rapidly,
and she, was sent to her home in New York one week
later with a diagnosis of gallstones and a recommen-
dation of immediate operation.Operation some weeks later showed beginning cancer
of head of pancreas, and 333 gallstones were removedfrom gall bladder.
The age of this patient at, the onset of her trouble
excluded cancer, and doubtless her years of trouble
with her stomach were due entirely to the gallstones.
The gastric crises of tabes have been mistaken
for gallstone disease and for obstruction of the
pylorus. In the tabetic crisis jaundice does not
occur. There is no tenderness of the liver. The
tabetic pains are not necessarily associated with
the night hours. The absence of food which in-
fluences gall bladder trouble does not alter a
gastric crisis. Other symptoms of tabes would
practically always serve to differentiate.
In connection with operations on cases of gall-
bladder disease it must not be forgotten that as
liver complications may be present it is essential
to know the coagulation time of tho blood. This
may be reduced to one fifth the normal, leading
to death from uncontrollable hemorrhage. A
long course of treatment with the chloride or
lactate of calcium will be necessary before such
cases can be operated upon safely. The lactate
apparently is as effective in most cases as the
chloride, and has not the disagreeable taste or
irritating qualities of the latter.
SAHLI'S DESMOID REACTION.*
BY H. W. CAREY, A.B., M.D.,
Assistant Visiting Physician andPathologist to theSamaritan Hospital,Troy, N. Y.
From the Out-Patient Clinic of Dr. J. H. Pratt, Massachusetts GeneralHospital, Boston, Mass.
In April, 1905, Saldi1 published a method fordetermining tho sufficiency of gastric digestion
without the use of the stomach tube by means of
what he called desmoid capsules. The principle
of the method depends upon the fact proven bySchmidt,2 that raw, uncooked, connective tissue
is digested in the gastric juice but not in the pan-
creatic juice.
The capsules consist of pills of some substance
which is readily absorbed and excreted in the
urine or saliva such ¡is méthylène blue, salicylic
acid or iodoform, inclosed in a rubber dam such
as is used by dentists and tied with connective
tissue in the form of raw, uncooked catgut. A
uniform method in making these capsules is of
*Read as the meeting of the medical society of the State of NewYork, January, 1907.
much importance in obtaining constant results;
the directions given by Sahli are as follows:
Méthylène blue 0.05 gm. or iodoform 0.1 gin.
is mixed with cxt. glycerrhi/.ac q. s. to make a pill
3-4 mm. in dimeter.
The rubber dam should be about 0.2 mm. thick
and of light color. A piece of the rubber 4.0 cm.
square is dusted with talcum powder to prevent
the edges from adhering and wrapped about the pill
then twisted, in this way completely closing it in
a membrane of rubber. Care must be used not to
cause too much tension of the rubber over the
surface of the pill lest it become permeable; this
can be avoided if only sufficient tension is made to
make the rubber covering slightly shiny. The
twisted pedicle of the capsule is (dosed by raw
catgut size 00 which has been previously soaked
in cold water until it becomes pliable. In wind-
ing the catgut about the pedicle three turns are
made, each beyond the other, the first at such a
distance from the pill as not to cause too much
tension on the rubber. The catgut is tied in a
square knot, and the edges cut. close. The rubber
beyond the ligature is cut short, and in cutting it
it is essential to prevent the edges from becoming
adherent. The capsule is now complete and it
should be placed in water to be sure that it sinks
readily and is water-tight.
In carrying out the test the patient is.instructed
to swallow the capsule with or immediately after
a full meal, preferably mid-day dinner, and cau-
tioned not to bite or in any way injure it. The
urine or saliva is collected at intervals and the
time noted at which the indicator (méthylène
blue, salicylic acid or iodoform) appears.
If méthylène blue is used, in the great majority
of instances the urine is colored greenish blue, but
occasionally it is excreted as a chromogen, so in
cases where no color appears it is necessary to boil
10 cc. of urine with 1-2 cc. of glacial acetic acid
which will bring out the green color in case the
chromogen is present.
In testing for the presence of iodine a little chlo-
roform is added to a few cubic centimeters of urine
or saliva, then 1 cc. of diluted sulphuric acid (C. P.)
and 0.5 cc. of 1% sodium nitrite solution are
added and shaken. If iodine is present, the chlo-
roform takes on a rose color.
The presence of salicylic acid in the urine isdemonstrated by precipitating the phosphates with
a solution of the perchloride of iron, filtering and
adding perchloride of iron to the filtrate which
takes a violet color if salicylic acid is present.
When the capsule is taken at midday dinner,
the reaction is considered positive if the indicator
appears in the urine on the same day or in the
first urine voided on the following morning, that
is, approximately nineteen to twenty hours. A
positive reaction means that the gastric juice con-
tains sufficient free hydrochloric acid and pepsin
to digest the catgut, liberate the méthylène blue
which is absorbed and excreted giving a greenishblue color to the urine.
In the table on pages 564 and 565 will be found
the results obtained in 25 cases, in all of which
there was evidence of functional or organic disease
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